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Introduction

Public Law 102–321 established the Substance
Abuse and Mental Health Services Administration
(SAMHSA) in October 1992. Its statutory mission is
to strengthen the capacity of the Nation’s health
care system to provide prevention, diagnosis, and
treatment services for people at risk for or experi-
encing mental or substance use disorders.
SAMHSA’s Center for Mental Health Services
(CMHS) is charged with improving the quality of
and access to mental health services, especially for
underserved populations and people at greatest
risk—adults with serious mental illnesses and chil-
dren and adolescents with serious emotional distur-
bances.  

What follows is an overview of CMHS’s efforts
to improve mental health services over the decade
since the Agency itself was created, the period
between 1992 and 2002. By applying the public
health model to mental health, CMHS has devel-
oped innovative programs that address the causes
of mental illnesses and emotional disturbance, and
that emphasize early intervention and prevention of
illness. Implementation of the public health
approach is traced through a description of the pro-
grams undertaken by CMHS. Describing all of the

important activities that have helped usher in a
new era for mental health services, however, is
beyond the scope of this endeavor. 

Evolving Awareness

CMHS’s first decade saw an explosion in aware-
ness of the need for mental health services. The last
half of the decade helped America begin to recognize
mental illnesses as the chronic, treatable illnesses
they are—illnesses from which people can and do
recover:

● In 1999, the Surgeon General of the United
States issued Mental Health: A Report of the
Surgeon General (U.S. Department of Health
and Human Services [HHS], 1999), which
engaged the American public in a discussion
about the importance of mental health. This
report included a key statement and recom-
mendation: “Mental health is fundamental to
well being; America must make strong men-
tal health a public issue—and mental illness
not a secret to be hidden in the family closet.”
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● That same year, a White House Conference
on Mental Health confronted head-on the
issue of discrimination and the stigma of
mental illness.

● In 2000, support for State systems of commu-
nity-based mental health care received a
boost with a $64,000,000 increase in the
CMHS Block Grant, followed by an addi-
tional $57,000,000 increase in FY 2001.
These increases reflected growing awareness
of the unmet needs among adults with seri-
ous mental illness and children and adoles-
cents with serious emotional disturbances.

● In 2001, the National Strategy for Suicide
Prevention (HHS, 2001a) set a course for sui-
cide prevention throughout every community
in the country, which led to Federal support
for creation of a national suicide prevention
resource center.

● In 2002, President Bush stated strong sup-
port for mental health insurance parity. The
President deplored the fate of people with
mental illnesses who “fall through the
cracks.” He also signed Executive Order
13263 creating the New Freedom Commis-
sion on Mental Health and charged it with
issuing a report describing barriers to care
within the mental health system, providing
examples of successful community-based care
models, and suggesting ways to fix the prob-
lems (Bush, 2002).

Legislative Authority

In 1992, mental health service delivery was
evolving from provider-centered to community- and
consumer-centered systems of care. The need for
vigorous Federal leadership to develop that new
direction in mental health services found its way
into law. Public Law 102–321 restructured the Alco-
hol, Drug Abuse, and Mental Health Administra-
tion (ADAMHA) and created SAMHSA, of which
CMHS is a part. Congress recognized the need for a
separate focus on systems of care to assist children
and adolescents with severe emotional disturbances
and to help individuals experiencing homelessness.

The new law contained provisions focused on
the “prevention of mental illness and promotion of
mental health,” the protection of the “legal rights of
persons with mental illness,” the assurance of

increasingly “widespread dissemination” of mental
health information, and the establishment of
“comprehensive community health services for chil-
dren with serious emotional disturbances.”

Public Health Approach

By 1981, when ADAMHA was created, America
had come a long way in its efforts to combine drug
and mental health research, and service-related
programs. In the decade that led to the creation of
SAMHSA, Congress began authorizing additional
service programs for special populations. During
that decade, provision of mental health services in
community settings rather than in institutions con-
tinued to become more common (Witkin et al.,
1998). Community-based care was taking hold, lit-
erally one State at a time.

While the 20th century medical model focused
on curing sickness or treating injuries after they
occurred, the 21st century ushered in a public
health model for mental health. The public health
model considers factors related not only to the indi-
vidual but also to family, peers, education, and com-
munity—environmental factors, not just individual
pathology. The model demonstrates that many men-
tal disorders can be ameliorated by early interven-
tion and that some can even be prevented.

At SAMHSA, CMHS focused on developing com-
munity-based programs and activities to implement
the public health model. These activities included
consumer-oriented and recovery-oriented programs,
efforts to improve the mental health of children and
families, measurement of service outcomes, and
implementation of evidence-based practices.

Investing in Community-Based 
Programs

In 1993, CMHS had a budget of nearly $385
million. The Community Mental Health Services
Block Grant received almost 72 percent of this fund-
ing. The 1981 Block Grant legislation had combined
the Mental Health and Substance Abuse Block
Grants. The 1992 legislation, however, separated
the two, with Mental Health Block Grant funding
available to support State provision of comprehen-
sive community mental health services to adults
with serious mental illnesses and children and ado-
lescents with serious emotional disturbances. An
additional 14 percent of CMHS funds supported
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demonstration programs on community support for
adults with serious mental illness (including those
who were homeless) and to programs of clinical
training focusing on mental health for underserved
populations and on HIV/AIDS—all areas empha-
sized during the congressional discussion that led to
the creation of SAMHSA. Eight percent of the 1993
budget was allocated to the Projects for Assistance
in Transition from Homelessness (PATH) program,
nearly six percent to the Protection and Advocacy
Program, and a little less than one percent to the
newly created Comprehensive Community Mental
Health Services for Children and Their Families
Program. 

Throughout the decade 1992–2002, CMHS
remained committed to these programs. Halfway
through the decade, the 1998 budget for CMHS was

$451 million. The PATH and Protection and Advo-
cacy programs each received approximately five
percent of the CMHS budget, and the Children’s
Mental Health Program, 16 percent. Congress level-
funded the Mental Health Block Grant so that, in
1998, it represented 61 percent of the CMHS bud-
get; while demonstration programs represented 12
percent.

For 2003, the total CMHS budget estimate was
$832 million, almost double the CMHS budget just
five years earlier. The PATH program represents
nearly six percent and Protection and Advocacy Pro-
gram, approximately four percent. The Children’s
Mental Health Program comprised 12 percent of the
total and the Mental Health Block Grant, 52 per-
cent. Programs of Regional and National Signifi-
cance, which replaced demonstration projects with

Figure 1. History of Center for Mental Health Services Funding.
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SAMHSA’s 2000 reauthorization (H.R. 4365, Sec-
tion 3201), represent 26 percent of the estimated
2003 budget. 

Over the decade, the original CMHS programs
have been broadened by fostering the public health
emphasis on prevention and early intervention and
by building a network of community supports for
individuals with mental illnesses. Gradually, CMHS
has woven individual programs and services into an
agenda that addresses emerging needs, from school-
based prevention for troubled young people to jail
diversion and expanded community treatment for
adults focused on recovery. This work has helped
establish the groundwork for the transformation of
the U.S. mental health care system, as called for by
the President’s New Freedom Commission on Men-
tal Health.

Developing Systems of Care

In 1993, the CMHS Child, Adolescent, and Fam-
ily Services Program focused national attention on
coordinated systems of care for young people with
serious emotional disturbances by providing Fed-
eral dollars to help build the infrastructure needed
to deliver these services. Armed with a $5 million
appropriation, CMHS began to build partnerships
across local public and private agencies, with the
goal of integrating the services children with severe
emotional disturbances needed into a single plan,
with the family leading the team. 

Through 1998, this program had served more
than 40,000 children and adolescents with serious
emotional disturbances and their families in 67
sites spanning 44 States. The most recent data
show that, as a result of improved outreach, the per-
centage of children in the program referred from
courts and correctional institutions increased to 21
percent and from parents to 20 percent. After two
years of program services, 42 percent of children
showed a significant reduction in severe behavioral
and emotional problems. The percentage of children
with scores of 40 and below on the Child and Ado-
lescent Functional Assessment Scale (CAFAS) more
than doubled, indicating that these children were
no longer considered clinically impaired in their
social functioning (CMHS/SAMHSA, 1999).

By 2002, the CMHS appropriation for children’s
mental health was nearly $100 million. The Chil-
dren’s Program gave impetus to a number of other
programs that have helped to create the service
environment needed to implement successful sys-

tems of care. For instance, the Health Resources
and Services Administration’s Maternal and Child
Health Bureau adopted the system-of-care approach
for children with special health care needs.

In an equally successful implementation of Con-
gress’s goal 10 years ago, CMHS used the initial $29
million funding for PATH to develop comprehensive,
community-based outreach services to help people
who were both homeless and experiencing mental
illness stabilize their lives. By 2003, PATH was
funded at $39 million. Between 1992 and 2002,
nearly 400 local organizations used PATH’s flexible
funding stream to fill critical gaps in community
services, such as outreach, job training, screening
and diagnosis, and treatment services.

In 1993, CMHS funded a five-year, nine-State
demonstration program to integrate services for
homeless individuals with mental illness. The
Access to Community Care and Effective Services
and Supports (ACCESS) program was an interde-
partmental effort undertaken with other Depart-
ment of Health and Human Services agencies, as
well as with the Departments of Labor, Education,
Veterans Affairs, Agriculture, and Housing and
Urban Development. Although the evaluation did
not find the hypothesized connection between
improved systems integration and overall client
outcomes, a positive association was observed
between improved systems integration and housing
outcomes. ACCESS enhanced services for more
than 7,000 persons with a serious mental illness
who also were experiencing chronic homelessness
(SAMHSA, 2001).

In 1996, CMHS’s focus on long-term demonstra-
tion programs shifted to a new Knowledge Develop-
ment and Application (KDA) approach. The KDA
model promoted a two-part approach to address
regional and national mental health issues. Knowl-
edge development provided a framework to identify
and apply best practices in community-based men-
tal health services. Over the next few years, CMHS
initiated KDA programs to assess new approaches,
such as the effectiveness of managed care models in
providing mental health services, treatment inter-
ventions for persons with co-occurring mental and
substance use disorders, and methods to divert
incarcerated adults with serious mental illness into
effective treatment. 

In 1997, CMHS introduced the KDA Commu-
nity Action Grant program to help communities
implement exemplary mental health service deliv-
ery practices. Community Action Grants build con-
sensus among local stakeholders that the use of
evidence-based mental health service practices will
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help improve the quality of care. In a subsequent
phase, barriers to change are confronted and the
practice is implemented.

Results for Consumers

In 1996, CMHS established the Knowledge
Exchange Network (KEN), since renamed
SAMHSA’s National Mental Health Information
Center (NMHIC). Public Law 102-321 mandated
that CMHS create a clearinghouse “to assure wide-
spread dissemination of [mental health] informa-
tion...applicable to improving the delivery of
services” (1992). KEN, and now NMHIC, fulfills the
dissemination functions of a clearinghouse by pro-
viding access to a broad range of information and
educating policymakers. 

CMHS demonstrated its commitment to con-
sumer empowerment by specifically promoting a
public mental health agenda that made consumers
active participants in preventing and treating ill-
ness. In 1995, the first consumer affairs specialist
was hired. By 2002, five full-time staff in the Office
of Consumer Affairs supported consumer participa-
tion in developing the national agenda for mental
health services. 

A major goal of CMHS has been to address the
damaging impact that discrimination and stigma
continue to have on the lives of people with mental
illnesses. CMHS has developed and widely dissemi-
nated anti-stigma materials, has sponsored a
national symposium to identify promising efforts to
counter discrimination and stigma, and has estab-
lished the ADS (Anti-Discrimination and -Stigma)
Resource Center to act as a clearinghouse for such
information. 

CMHS has promoted recovery by fostering the
growing understanding that people with mental dis-
orders can and do recover with the right community
support and rehabilitation services. As part of this
focus, CMHS implemented the Employment Inter-
vention Demonstration Program, designed to evalu-
ate different models of employment support for
adults with serious mental illness, and convened a
National Summit on Mental Health in the Work-
place to improve integration of people with mental
disabilities into meaningful employment. Approxi-
mately 85 percent of people with serious mental ill-
nesses remain unemployed, but targeted efforts
show promise for the future.

Prevention and Early Intervention

The public health approach has continued to
unfold as science breaks new ground in prevention
of mental and behavioral disorders. New knowledge
has revealed the powerful role that developmental
theory must play in mental health efforts (Institute
of Medicine, 1994). As a result, CMHS has worked
to move prevention to the forefront of the national
mental health agenda. The Center’s work on resil-
ience has examined the strengths-based approach
to child and adult development, and to prevention
and treatment services. In addition, this work has
provided a background for ongoing projects to iden-
tify and promote indigenous models of resilience
among African Americans, American Indians and
Alaska Natives, Asian Americans and Pacific
Islanders, and Hispanic Americans.

A working paper on resilience for policymakers
and the public, titled Resilience: Status of Research
and Research-Based Programs (Davis, 1999), pro-
vided the foundation for the CMHS Violence Pre-
vention Initiative, launched in 1999 to prevent risky
behaviors and promote emotional strength in ado-
lescence. Two years after the Violence Prevention
Initiative was introduced, CMHS became instru-
mental in preparation of Youth Violence: A Report of
the Surgeon General (HHS, 2001b), which presented
intervention strategies from the research literature.

A key activity for CMHS has been the develop-
ment of partnerships with other agencies and
departments. It is clear that mental health services
are part of a larger picture that can include the
criminal justice system, juvenile justice, education,
substance abuse, housing, employment, and the
spectrum of social and health agencies. The Center
experimented with combining funding streams
among agencies and created a legacy of successful
partnerships. A key example is the Safe Schools/
Healthy Students program, which, for the first time
without any congressional mandate, brought
together three Federal departments—Education,
Justice, and Health and Human Services—in a com-
prehensive approach to improve school and commu-
nity mental health prevention and treatment
services together with school safety.

Programs for older adults also emphasized early
interventions. SAMHSA initiated an innovative
project with the Health Resources and Services
Administration, the Department of Veterans
Affairs, and the Centers for Medicaid and Medicare
Services to reach older adults with mental disorders
through the primary care system. (It is well known
that older adults are more likely to seek and receive
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mental health and substance abuse services from
their primary care provider than from specialty
mental health or substance abuse services provid-
ers.) This multisite study compared the effective-
ness of different service delivery models, such as
services integrated within the primary care setting
or referrals to specialty settings.

In other activities, the Center commissioned
reviews of preventive practices and developed a cur-
riculum to train mental health professionals to
deliver prevention services. CMHS is strengthening
the evidence base of preventive interventions
through programs that measure the effectiveness of
school-based mental health prevention programs
and through work on standards used in disseminat-
ing evidence-based mental health practices. 

Finally, CMHS’s Emergency Preparedness
Branch is a vital participant in the national health
response to natural and man-made disasters. The
Branch works closely with the Federal Emergency
Management Agency to organize needed services in
the field engendered by these events, using an early
intervention approach.

Major Policy Developments

The year 1999 was an important one for public
mental health in the United States. An Executive
order gave Federal employees mental health insur-
ance parity under their employee benefits and
opened the way to demonstrating the relative costs
and benefits of equity in health care coverage. 

That same year, a landmark Supreme Court
finding supported the right of people with mental
and other disabilities to live in community settings.
The Olmstead decision (Olmstead v L.C. by Zim-
ring, 1999) found that unjustified institutionaliza-
tion of people with disabilities constitutes
discrimination, violating the Americans with Dis-
abilities Act. The responsibility for ensuring equal
access falls primarily on States. CMHS took the
lead to coordinate activities throughout SAMHSA in
response to the Olmstead decision. When President
Bush announced his New Freedom Commission on
Mental Health (Bush, 2002) encompassing the prin-
ciples of the Olmstead decision for the people with
mental disabilities, SAMHSA continued to assist
States in developing their capacities to provide com-
munity-based services. CMHS led an effort to form
national and State Olmstead Coalitions to Promote
Community-Based Care for Persons with Mental
Illness. The coalitions sought to identify best prac-

tices and technical resources and to disseminate
information on Olmstead implementation. Small
grants were made available to the States to support
State coalitions.

Data and Information

CMHS has a long history of developing projects
that address the need for quality data and for creat-
ing comparable data standards across the mental
health services field. The National Reporting Pro-
gram (NRP) for Mental Health Statistics, the long-
est continuous data collection effort in American
public health, has been in operation since 1831. It
includes biennial enumeration surveys of all spe-
cialty mental health organizations in the United
States, including managed behavioral health care
organizations; periodic targeted client sample sur-
veys of persons served by specialty mental health
organizations; special surveys of mental health ser-
vices in nontraditional settings, such as State pris-
ons, local jails, juvenile justice settings; and self-
help activities. 

NRP also includes the Mental Health Statistics
Improvement Program (MHSIP) to enhance the
capacity of the field to collect and use comparable
mental health statistics for management and clini-
cal purposes. MHSIP encompasses a set of indica-
tors and measures for a Consumer-Oriented Mental
Health Report Card, intended to monitor health
care service quality. The Consumer-Oriented Men-
tal Health Report Card also served to stimulate
national dialog regarding the development of reli-
able, comparable, and relevant measures to deter-
mine the effectiveness of mental health and
substance abuse services. More recently, NRP has
undertaken a major effort, Decision Support 2000+,
to develop a new set of data and information tech-
nology standards for the field.

The growing importance of quality improve-
ment, an increasing focus on performance and
accountability, and a proposal for Mental Health
Performance Partnership Grants to replace the
Community Mental Health Services Block Grant
Program fueled the movement to develop common
performance indicators for the Mental Health Block
Grant. The Center collaborated with States to test
and develop valid indicators to measure access,
capacity, and quality/outcomes for mental health
services for adults with serious mental illness and
children with severe emotional disturbances. This
effort culminated in the development of the Uniform
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Reporting System, which in 2002 became part of the
Mental Health Block Grant reporting requirement.

The challenge in the data arena was accelerated
by the enactment of the Health Insurance Portabil-
ity and Accountability Act of 1996 (HIPAA), with its
goals of increasing access to health insurance; set-
ting a national standard for certain types of insur-
ance provisions, regardless of variations in State
requirements; achieving national health data
standards; and safeguarding the privacy of health
information. 

Targeting Emerging Concerns

Mental health services have grown in many
ways over the past decade, from efforts to develop a
community-based system of care poised to address
emerging local issues to initiatives that address spe-
cial needs in mental health services across the life
span. Some of the most important changes, how-
ever, are not reflected as clearly in discrete budget
lines, although they are critical to a public health
approach that looks at causes of illness; addresses
disparities; and considers mental health and the
use of services as a product of cultural, social, and
biological influences. 

In the United States, this consideration implies
the importance of designing programs that reach
out to different racial and ethnic minorities. That is
what CMHS has done by creating specially targeted
programs, such as the Circles of Care, a multi-
agency collaboration that provides grants to pro-
grams to develop culturally appropriate systems of
mental health care for American Indian/Alaska
Native children and families. That also is what
CMHS has done to target health disparities among
minority and underserved groups. For instance, the
Center’s HIV/AIDS minority initiative funds 21
community-based organizations and a coordinating
center. The diagnosis of HIV/AIDS imposes an enor-
mous emotional, not just physical, toll; this program
has provided mental health services for people with
HIV/AIDS from vulnerable populations.

The public health approach to mental health
that has evolved and the knowledge that has been
gained over the past decade also is finding its way
into training materials, including tool kits, and edu-
cation curricula, bringing greater exposure to men-
tal health issues and to the importance of services.
CMHS continued to support a Minority Fellowship
Program to promote minority leadership in mental

health services, as well as to support an HIV/AIDS
Mental Health Provider Education Program.  

In its first decade, 1992–2002, the Center
advanced the movement for a community-based sys-
tem of mental health care. The days when serious
mental illness meant lifelong institutional care, for
the most part, have become history. Throughout its
first decade, CMHS maintained its solid commit-
ment to ensuring that adults with serious mental
illnesses and children and adolescents with severe
emotional disturbances obtain the best available
services and supports. This is particularly true for
those whose mental health needs are most likely to
be overlooked, such as individuals who are homeless
or incarcerated in jails or prisons. 

Looking to the Future

As CMHS enters its second decade, mental ill-
nesses have been recognized as a major health
threat to society. In a study of the global burden of
disease conducted by the World Health Organiza-
tion, the World Bank, and Harvard University,
researchers estimate that by the year 2020, depres-
sion will become the second leading cause of disabil-
ity in the world, exceeded only by heart disease
(World Health Organization, 1996). The public
health model that has guided CMHS in its first
decade in the transition to community-based care
with a focus on prevention and early intervention
has been incorporated into a SAMHSA matrix of
priority activities; this matrix will be critical in set-
ting the agenda for the next 10 years. CMHS will
continue its mission to serve the mental health
needs of all Americans for better outcomes, for
lower costs associated with delivery of more effi-
cient services, and for improvements in translating
research findings into community-based services. 
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